Objective: We report inequity in out-of-pocket payments (OOPP) for hospitalisation in India between 1995 and 2014 contrasting older population (60 years or more) with a population under 60 years (younger population). Methods: We used data from nationwide healthcare surveys conducted in India by the National Sample Survey Organisation in 2004 and 2014 with the sample sizes ranging from 333,104 to 629,888. We used generalised linear and fractional response models to study the determinants of OOPP and their burden (share of OOPP in household consumption expenditure) at a constant price. The relationship between predicted OOPP and its burden with monthly per capita consumption expenditure (MPCE) quintiles and selected socioeconomic characteristics were used to examine vertical and horizontal inequities in OOPP. Results: The older population had higher OOPP for hospitalisation at all time points (range: 1.15-1.48 times) and a greater increase between 1995-96 and 2014 than the younger population (2.43 vs 1.88 times). Between 1995-96 and 2014, the increase in predicted mean OOPP for hospitalisation was higher for the poorest than the richest (3.38 vs 1.85 times) older population. The increase in predicted mean OOPP was higher for the poorest (2.32 vs 1.46 times) and poor (2.87 vs 1.05 times) older population between 1995-96 and 2004 than in the latter decade. In 2014, across all MPCE quintiles, the burden of OOPP was higher for the less developed states, females, private hospitals, and non-communicable disease and injuries, more so for the older than the younger population. In 2014, the predicted absolute OOPP for hospitalisation was positively associated with MPCE quintiles; however, the burden of OOPP was negatively associated with MPCE quintiles indicating a regressive system of healthcare financing. Conclusion: High OOPP for hospitalisation and greater inequity among older population calls for better risk pooling and prepayment mechanisms in India.
Introduction
Achieving equity in the delivery of healthcare, protection from the risk of financial loss and attaining fairness in the distribution of the financing burden are the fundamental goals of healthcare systems. Equitable financing, based on the premise that the risk each household faces due to the costs of the healthcare is distributed according to the ability to pay rather than to the risk of illness is a key dimension of health system's performance (World Health Organization, 2000) . Financial protection is also the key element of Universal Health Coverage which aims at ensuring health services for people without the risk of financial catastrophe (World Health Organization, 2010) . The increasing dependence on private care with an absence of adequate medical insurance and increasing cost of medical care are some of the principal causes of direct debt and poverty in India (Balarajan et al., 2011) . Catastrophic healthcare expenditures are a major cause of household debt for families on low and middle incomes; indeed, the cost of healthcare is a leading cause of poverty in India (David et al, 2001; Van Doorslaer et al., 2006; Garg and Karan, 2009; Shahrawat and Rao, 2012) . Annually, about 7 percent of the population in India is pushed below the poverty line due to the out-of-pocket payments (OOPP) for healthcare alone (Kumar et al., 2015) .
India's health system ranks as one of the most heavily dependent on out-of-pocket (OOP) expenditure in the world (Reddy et al., 2011) . High proportions of OOPP for healthcare can keep a country from attaining equitable financing because OOPP for healthcare tends to be https://doi.org/10.1016/j.socscimed.2018.01.031 Received 5 October 2016; Received in revised form 14 January 2018; Accepted 23 January 2018 regressive and often impede access to health services (World Health Organization, 2000) . Evidence suggests that the healthcare cost in India has become more impoverishing than ever before and almost all hospitalisations, even in public facilities lead to catastrophic health expenditures (Government of India and National health policy draft., 2014). Over the past decade in India, the expenditure on outpatient care increased more than 100 percent while the expenditure on inpatient care increased by almost 300 percent (Jayakrishnan et al., 2016) . Moreover, the healthcare expenditure for the older population is found to be considerably higher than other age groups and the concerns over high OOP expenditures are greatest for this group (Kim et al., 2005; Mohanty et al., 2013 Mohanty et al., , 2016 Kumara and Samaratunge, 2016; Baird, 2016) . It is of immense importance from a policy perspective to obtain evidence on the inequities in OOPP for hospitalisation of the older population in India, given their increasing proportion in the total population, higher disease burden, increasingly higher cost of healthcare and persistently low public investment in healthcare.
This study is the first of its kind to compare the horizontal and vertical inequities in OOPP for hospitalisation of the older population (60 years or more) with the population under 60 years (younger population) in India in 2004 and 2014 using national wide healthcare surveys.
Methods

Data
We used individual-level data from three rounds of the National Sample Survey Organisation (NSSO): survey on healthcare of 1995 Implementation, 2014) . All the surveys collected detailed information on the expenditure incurred on each episode of hospitalisation within a 365-days reference period. NSS 1995-96 was a full year survey done in four sub-rounds (July 1995 -June 1996 , whereas, NSS 2004 and NSS 2014 were half year surveys done in two sub-rounds between January and June. We used full year NSS 1995-96 survey for this analysis. For robustness check, we compared data from the two sub-rounds of NSS 1995-96 conducted between January and June 1996 which corresponds to the survey period of NSS 2004 and NSS 2014 with the full year NSS 1995-96 survey. The predicted mean annual out-of-pocket payments from the half year NSS 1995-96 survey were generally similar to the estimates obtained using all the four sub-rounds; the 95% confidence intervals (95% CI) for most estimates were overlapping (Appendix Table 1 ). We limit our analysis to the older population who were hospitalised at least once during the 365-days reference period and were alive at the time of survey with sample sizes 3,209 in NSS 1995-96; 4,974 in NSS 2004 and 7,065 in NSS 2014 . For comparison purposes, we present results of the hospitalised population under 60 years with sample sizes: 19,597 in NSS 1995-96; 24,062 in NSS 2004 and 28,606 in NSS 2014 .
Dependent variables
Our dependent variable was the OOPP made on all episodes of hospitalisation by an individual and the ratio of individual OOPP on hospitalisation in total household consumption expenditure, henceforth called the burden of OOPP. We exclude from individuals' OOP expenses any payments that were later reimbursed by employers/other agencies. The expenditure on hospitalisation includes doctor's/surgeon's fee, bed charges, cost of medicines, charges for diagnostics tests, charges for ambulance and other services, cost of oxygen and blood supply, attendant charges, cost of personal medical appliances, physiotherapy, food and other materials, transportation other than ambulance and lodging charges of the escorts. The expenditure reported in Indian rupees (INR) were converted to 2014 prices using the gross domestic product (GDP) deflator and then to United States dollars (US$; exchange rate: US$ 1 = 63.33 INR) (International Monetary Fund, 2016a; International Monetary Fund, 2016b) . As the consumer price index could be an alternate method of deflating, we also checked how the estimates for the change in OOPP for hospitalisation from NSS 1995-96 to NSS 2014 would compare with those using the GDP deflator (International Monetary Fund, 2016a) . The use of GDP deflator produced a somewhat higher increase in the mean annual OOPP for hospitalisation than the consumer price index, but the trends were quite similar (Appendix Table 2 ).
Covariates
Information on household consumption expenditure was available in these surveys only in aggregate in the 30-days reference period. We converted the consumption expenditure to correspond to the same recall period to make them comparable with OOPP for hospitalisation. We used household consumption expenditure adjusted for household size and economies of scale as a measure of economic status (Deaton, 1997) . Based on the Andersen's model of healthcare utilisation we identified, age, sex, marital status and social group as predisposing factors, monthly per capita consumption expenditure (MPCE) quintiles, education, rural/urban, and less/more developed states as enabling factors, and whether hospitalised more than once, whether hospitalised at least once in private hospital and whether hospitalised at least once for non-communicable diseases and injuries (NCDs) as the need factors (Andersen, 2008) .
Statistical analysis
To model individual OOPP for hospitalisation we used a generalised linear model with gamma distribution and log link function to take into account the positive skewness in the expenditure data (Manning et al., 2005) . The output was presented as exponentiated coefficients with 95% CI for NSS 1995 -96, NSS 2004 and NSS 2014 In order to analyse the burden of OOPP, a fractional response generalised linear model was used Wooldridge, 1996, 2008; Gallani et al., 2015) . We used a logit link function which is the canonical link function for generalised linear models for the binomial family. This model can predict determinants of proportions and requires a dependent variable ranging from '0' to '1'. The share of OOPP in household's consumption expenditure is a proportion. However, it could occur that total OOPP exceeded the consumption expenditure in the preceding 365-days. In these cases, when the dependent variable was greater than '1', the values were replaced by '1' for the regression analysis. The results were reported as average marginal effects with robust standard errors for NSS 1995 -96, NSS 2004 and NSS 2014 , separately. We used P-values for the Wald test to assess the difference in magnitude of coefficients between NSS 1995-96 and NSS 2014. To assess vertical inequities (similar out-of-pocket payments by households with unequal ability to pay), we examined how predicted OOPP for hospitalisation, both absolute and as a share of household consumption expenditure varied across MPCE quintiles. Mean predicted OOP expenditure and shares were calculated across MPCE quintiles, setting all other covariates at their sample means. To assess horizontal inequities (dissimilar out-of-pocket payments by households with equal ability to pay), we compared whether predicted OOPP, both absolute and as a share of household consumption expenditure, varied among individuals across two groups distinguished by a non-income-related characteristic, but were otherwise similar in terms of MPCE quintiles and other non-income-related characteristics. The non-income-related characteristics that were varied to assess horizontal inequities across the two groups were gender (male vs female), place of residence (rural vs urban), state (less developed vs more developed states), whether hospitalised in private hospital (yes vs no) and whether hospitalised for NCDs (yes vs no) controlling for the MPCE quintiles and all other nonincome-related characteristics that might affect household consumption expenditure. Mean predicted payment shares (burden of OOPP) across adult equivalent MPCE quintiles were obtained by setting the relevant non-income-related characteristics to zero or one (instead of the sample average) and all other covariates at their sample mean. We report 95% CI for the mean predicted OOPP and mean predicted payment shares. The regression-based method for assessing inequities in healthcare cost used here is in line with the previous studies (Roy and Howard, 2007; Chaudhuri and Roy, 2008) . We carried all analyses at individual level and applied survey sampling weights.
Results
Sample characteristics
The proportion of older population hospitalised in 365-days reference period showed a steady increase; from 3.8% in 1995-96 to 8.0% in 2014. The older population in the higher MPCE quintiles reported higher hospitalisation, particularly for NCDs and a greater use of private hospitals in all the three surveys. The increase in mean annual OOPP for hospitalisation was higher than the increase in mean annual household consumption expenditure per capita, more so for the poorest older population (4.60 vs 1.25 times). Higher proportion of the older population in the lower quintiles were illiterate and lived in rural areas (Table 1) .
Compared with the younger population, the older people had higher hospitalisation for NCDs (range, 1.46-1.78 times) and consequently higher OOPP (range, 1.15-1.48 times) at all time points. Also, the increase in OOPP for hospitalisation between 1995-96 and 2014 was higher for the older population than the population under 60 years (2.43 vs 1.88 times) (Appendix Table 3 ).
Determinants of OOPP for hospitalisation
Economic status measured in terms of MPCE quintile was a significant predictor of OOPP after controlling for all other covariates (Table 2 ). Compared to the richer quintiles, the poorest quintile of the older population had 0.171 times (95% CI 0.125, 0.235) and 0.388 times (95% CI 0.305, 0.493) lower OOPP in 1995-96 and 2014, respectively. The older population residing in less developed states had 42.9% (95% CI 1.205, 1.694) higher mean OOPP than their counterparts in more developed states in 1995-96 which increased to 67.4% (95% CI 1.402, 2.000) in 2014 (P-value = 0.209). Longer duration of hospitalisation significantly increased the mean cost by 5.7% in 2014. Hospitalisation for NCDs was significantly associated with higher mean OOPP and this increased from 21.8% in 1995-96 to 72.0% in 2014 (Pvalue < 0.001). Those hospitalised in private hospitals incurred 2.147 (95% CI 1.828, 2.522) times higher OOPP in 1995-96 which increased significantly to 3.602 (95% CI 3.004, 4.320) times in 2014. Residing in rural areas, being female, illiterate and belonging to the SC/ST social group were associated significantly with lower OOPP in 2014.
Determinants of financial burden of OOPP for hospitalisation
Compared to the richest, the poorest older population had 12.2 percentage points higher share of OOPP in their total household 40 (76) 40 (46) 100 (112) 118 (131) 328 (488) 179 (334) Mean annual household consumption expenditure (US$) per capita (SD) 180 (31) 248 (15) 307 (20) 388 (31) 712 (348) 463 (294 consumption expenditure in 2014 (P-value < 0.001) ( Table 3) . Those hospitalised for NCDs had a significantly higher burden of OOPP ranging from 2.8 to 7.4 percentage points between 1995 and 2014. The burden of OOPP was higher in the private than the public hospitals ranging from 7.0 percentage points in 1995-96 to 18.0 percentage points in 2014. The increase in the duration of stay by one day was A. Pandey et al. Social Science & Medicine 201 (2018) 3.4. Vertical inequities in OOPP for hospitalisation Fig. 1 shows the trends in predicted mean OOPP for hospitalisation across MPCE quintiles for the older population and the population under 60 years in India. The OOPP increased with the rising household consumption expenditure for all the three surveys. The OOPP of the poorest older population increased 3.38 times in the two decades, while that of the richest increased 1.85 times. The increase in OOPP was higher for the poorest older population between 1995-96 and 2004, while it was higher for the richest in the latter decade. Since payments are expressed in absolute terms, it does not truly assess the "progressivity" (or vertical equity) of the financial system. Fig. 2 captures the latter aspect as it shows the proportion of consumption spent on hospitalisation across the MPCE quintiles over two decades. In 1995-96, the older population in the lower MPCE quintiles paid a lower share, indicating a progressive system, and in 2004 and 2014, the richer quintiles were paying a lower share indicating a regressive system of healthcare financing.
The trends in OOPP and its burden were similar for the two age groups; however, the levels were different. The OOPP of the older population in poor quintiles were similar to those under 60 years, but in the rich quintiles, the older population had higher OOPP than the younger population at all time points (range, 1.12-1.82 times) (Fig. 2) . Table 4 shows that the OOPP for hospitalisation in private hospitals by the older population was considerably higher than that in the public hospitals across quintiles in all the years (range, 46.6-74.9%) with the gap being highest in 2014. The cost of hospitalisation for NCDs was higher than CDs/other diseases across MPCE quintiles in 2004 and 2014 (range, 31.5-58 .0%); this difference was higher for the poorest than the richest older population. The OOPP for hospitalisation of the older population was higher in the less developed than the more developed states across all quintiles in 2014; the gap was higher for the poorest A. Pandey et al. Social Science & Medicine 201 (2018) 136-147 A. Pandey et al. Social Science & Medicine 201 (2018) 136-147 than the richest (39.6 vs 15.5%). The rural and urban older population made similar OOPP for hospitalisation across MPCE quintiles at all time points. A substantial difference in OOPP was observed by gender in 2014 with male older population incurring higher OOPP for hospitalisation. Table 5 reveals the horizontal inequities in OOPP across various subgroups in the three time points. The largest difference in the payment shares of the older population was observed across provider type in 1995-96, 2004 and 2014 (range, 3.8-27 .5 percentage points); the gap was highest in 2014, more so for the poorest older population. The older population hospitalised for NCDs incurred a higher share of consumption expenditure across MPCE quintiles in 2004 and 2014 (range, 4.3-12.9 percentage points); this difference was higher for the poorest than the richest older population. In 2014 the OOPP share was higher in the less developed than the more developed states only in the poorest (6.9 percentage points) and rich (6.5 percentage points) MPCE quintiles. The predicted payment share was higher for the male than the female older population in the most recent survey (range, 2.1-7.8 percentage points).
Horizontal inequities in OOPP for hospitalisation
Comparison with the younger population showed that the difference in OOPP between less and more developed states across quintiles was much higher for the older population in 2014. The younger population with similar capacity to pay were having a similar burden of OOPP both in the less and more developed states in 2014. Whereas, older population with similar capacity to pay had a higher burden of OOPP in less developed than the more developed states. The inequity in OOPP shares by gender was higher for the older and the younger population in 2014.
Discussion
This report provides evidence on the inequities in OOPP for hospitalisation in India over two decades up to 2014 and compares the older population with the population under 60 years. Six key findings relating to horizontal and vertical inequities in OOPP for hospitalisation and differentials emerge from this study. First, the older population had higher OOPP for hospitalisation and a greater increase in OOPP over two decades than the population under 60 years. Second, the increase in predicted mean OOPP for hospitalisation between 1995-96 and 2014 was higher for the poorest than the richest older population. Third, the increase in predicted mean OOPP for hospitalisation for the poorest and poor older population was higher between 1995-96 and 2004 than in the latter decade. Fourth, the vertical and horizontal inequity in OOPP for hospitalisation was higher for the older than the younger population in 2014. Fifth, the OOPP shares for hospitalisation were substantially higher in private hospitals, for non-communicable diseases and injuries, for those residing in less developed states and for males across MPCE quintiles in 2014, more so for the older population. Sixth, in 2014 the predicted absolute OOPP for hospitalisation was positively associated with economic status measured by MPCE quintiles but the predicted share of OOPP for hospitalisation in the household consumption expenditure was negatively associated with MPCE quintiles. This indicates that the OOPP for hospitalisation is a regressive means of financing healthcare in India.
Our study reveals some interesting findings based on the comparison of the older and the younger population. We found that the OOPP for hospitalisation was higher for the older than the younger population. Moreover, the older population had a greater increase in OOPP between 1995-96 and 2014. Higher expenditure on hospitalisation among older population is likely to stem from the fact that they have a higher burden of chronic diseases, more frequent hospitalisations and longer duration of stay in the hospital. The horizontal inequity in OOPP for hospitalisation by gender with the male having higher OOPP and consequently greater burden than female was more so for the older population than the younger population in 2014 which is in line with a recent study in India (Saikia and Bora, 2016) . Lower socioeconomic status and the lack of financial empowerment among females are likely to be accentuated in older ages hindering the use of healthcare services resulting in lower expenditure than the male counterparts. Another interesting finding was that the disparity in OOPP by states improved for the younger population and deteriorated for the older population between 1995-96 and 2014. It can be inferred that the introduction of NRHM in 2005 with a major focus on the 18 less developed states had a positive impact on the health expenditures of the younger age groups in these states with no impact on those aged 60 years or more. Also, the rapid epidemiological and age transition in the less developed states might have added to the burden of morbidity among the older population in these states resulting in higher burden of OOPP for hospitalisation.
On the positive note, we found that the increase in OOPP for hospitalisation was lower in the latter decade for the poorest and poor MPCE quintiles both for the older and the younger population. This is an encouraging finding indicating that the comprehensive strategies, such as the Rashtriya Swastya Bima Yojana introduced in 2008, and a multitude of state-sponsored health insurance schemes in India have provided protection to the poor against high healthcare costs. Although these pro-poor programmes are far from achieving the goal of equity in healthcare financing, they seem to have a positive impact by protecting the poor households against catastrophic health expenditures (Mondal, 2015; Gupt et al., 2016) . Providing insurance coverage is a means of protecting the households from large health expenditure without increasing public expenditure on health (Pal, 2010) . The most recent move towards achieving universal health coverage prioritises financial protection and health security against impoverishment for the entire population of the country (Planning Commission of India, 2011).
The privatisation of healthcare services no doubt created enough provision for high quality and adequate services but they offered little relief to those who were constrained by resources in their ability to pay for these services, adding more to the dismal state of healthcare system in India (Bali and Ramesh, 2015) . As expected, we found that the OOPP in private hospitals were substantially higher than the public hospitals. This is consistent with the finding from other studies in India (Bhat and Jain, 2006; Chandra et al., 2013) . Additionally, the gap in the OOPP between private and public hospitals increased between 1995-96 and 2014, more so for the poor older population. The initiation of user fees in government facilities might have deterred the use of public hospitals and persuaded people to increase their utilisation of better quality private hospitals, ultimately increasing the cost of hospitalisation (Mondal, 2015) . Prior to the health sector reforms in the 1990s, A. Pandey et al. Social Science & Medicine 201 (2018) 136-147 inpatient care was mostly available at public hospitals. Even though these services were fraught with quality issues, the poor could still access public inpatient care (Chaudhuri, 2012) . The increasing dependence on private sector with a very weak regulation mechanism has led to a huge increase in healthcare costs in India (Balarajan et al., 2011) . Strengthening of the public health facilities to provide quality care and regulating the private health facilities to limit cost escalation is the effective means of providing high-quality healthcare at the lowest possible cost. Due to the higher burden of NCDs among the older population delivering healthcare is a big challenge for the healthcare system in India. We found that the cost of hospitalisation was higher for NCDs than CDs/other diseases and the rich were spending more in absolute terms on NCD hospitalisation at all time points. However, the burden of OOPP on hospitalisation for NCDs was higher for the poor than the non-poor older population in 2014. Another study in India showed that the wealthier spend more on the hospitalisation for cardiovascular diseases and diabetes than the poor (Rao et al., 2011) . However, the NCD related OOPP for hospitalisation was catastrophic (out-of-pocket expenditure equalling or exceeding 10% of annual household consumption expenditure) for the poorest quintile (Tripathy et al., 2016) .
The location of the hospitalised individual reflects the living conditions and has an impact on medical expenditures through health (O'Donnell et al., 2005) . We found that the older population residing in the rural areas and in the less developed states had a higher burden of OOPP for hospitalisation. These findings are consistent with a previous study in India which found that rural areas and poor states experience a higher poverty headcount through OOPP mainly because a large proportion of their population is concentrated around the poverty line and hence even a small amount of OOP expenditure will push many households below the poverty line (Garg and Karan, 2009) . Limited choice of local qualified providers, higher travel cost, including food and lodging for the escorts of the ailing household member and access issues causing delay in care seeking behaviour for conditions which then become more disabling and expensive to treat are some of the reasons for high burden of healthcare among rural households (Garg and Karan, 2009; Mondal et al., 2014) . Higher rates of poverty, low per capita gross state domestic product, poor access to health infrastructure and professionals and low public health expenditure in less developed states results into households bearing the higher burden of OOPP for hospitalisation (Rao and Choudhury, 2012) .
The regressive system of OOPP for hospitalisation in 2014 is an important finding from a policy perspective. A previous study in India showed that the OOPP for hospitalisation was regressive in 2004 (Mondal, 2013) . OOPP in most countries is an especially regressive means of raising healthcare revenues indicating the inability and weakness of the healthcare system in financing and protecting its poor population from negative health shocks (Pannarunothai and Mills, 1997; Cisse et al., 2007; Akazili et al., 2011; Baji et al., 2012; Munge and Briggs, 2014; Bock et al., 2014; Rezapour et al., 2015) . The regressiveness of OOPP also stems in part from the higher rates of sickness and medical consumption of the worse-off (Wagstaff and van Doorslaer, 1992) . In Thailand, in spite of the provision of access to free care at public facilities for low-income households, the poor incurred higher costs of healthcare due to their preference for private facilities to avoid long delays involved in the referral system in public facilities (Pannarunothai and Mills, 1997) . We found higher increase in the OOPP for the poor older population between 1995-96 and 2014. This might be the consequence of the introduction of the user fee in India during the eighth five-year plan (1992-97) under the umbrella of health sector reforms. Evidence suggests that the introduction of the user fee in public facilities increased the hospitalisation cost and resulted in large socio-economic inequalities in affordability of healthcare in India (Sen et al., 2002; Prinja et al., 2012; Mondal, 2015) .
Given the low public spending on healthcare in India, the progressive nature of OOPP found in 1995-96 only reflects the capacity of the better-off to respond to healthcare needs by diverting resources from consumption while the poor forgo treatment to avoid the high cost of hospitalisation. A progressive nature of healthcare cannot be a positive indicator of fairness in financing if the poor population use less care despite a greater burden of illness (Chaudhuri and Roy, 2008) . A study in Srilanka found that the burden of out-of-pocket health payments did not vary substantially with the ability to pay reflecting that the poor face more hardships and financial impoverishment due to high healthcare costs (Kumara and Samaratunge, 2016) . On the contrary, a heavily subsidised public sector and a user charged private sector produced a progressive health financing system in Malaysia (Yu et al., 2008) . The distribution of OOPP also depends largely on the level of development of a country. In high-income economies with widespread insurance coverage, OOPP absorbs a larger fraction of the resources of low-income households whereas, in poor economies, it is the better-off that spend relatively more out-of-pocket (O'Donnell et al., 2008) .
One of the limitations of this study is that the level of disaggregation in collecting data on household monthly consumption expenditure across surveys was not similar. The level of disaggregation in NSS 2004 and NSS 2014 was less than in NSS 1995-96. A lower level of disaggregation can potentially lead to a lower estimate of total consumption expenditure. However, in this case, the difference between the mean household consumption expenditure in the health surveys was similar to the mean expenditure in the household consumer surveys that collected more detailed consumption expenditure. Second, the hospitalisation expenditure was collected in a reference period of 365 days which might have introduced some recall bias in reporting. Third, we concentrated only on direct medical and non-medical expenditures, not taking into account the indirect burden due to hospitalisation episodes like work loss, worker replacement and reduced productivity from illness and disease which might have underestimated the burden of healthcare cost.
In spite of the limitations, this study provides a comprehensive overview of the horizontal and vertical inequities in OOPP for hospitalisation of the older population comparing it with younger age groups in India over two decades. Moreover, the use of regression methods provides a more accurate description of the nature of inequities prevailing in the distribution of OOPP rather than the summary measure of progressivity or horizontal inequity (Cisse et al., 2007) . The merit of this study lies in the use of more comprehensive data on health A. Pandey et al. Social Science & Medicine 201 (2018) 136-147 expenditure available from health surveys to calculate the OOPP and its burden at the individual level. Additionally, since we restricted our analyses only to hospitalised individuals we can infer with greater confidence that the observed difference in OOPP by economic status was due to the inadequacy of the healthcare system rather than the differences in underlying health status (Roy and Howard, 2007) .
In conclusion, we can say that the older population in India has higher OOPP for hospitalisation and also greater inequity than the younger population. Given the rising cost of hospitalisation and the corresponding higher burden on the poor older population, health policy in India should prioritise universal health coverage, promote risk pooling mechanisms and most importantly increase the public expenditure on health. These measures will be instrumental in reducing the burden of OOPP for hospitalisation among older population in India. Appendix Table 2 Ratio of mean annual out-of-pocket payments for hospitalisation in NSS 2014 to NSS 1995-96, adjusted for inflation using GDP deflator and CPI in India. OOPP: Out-of-pocket payments; GDP: Gross domestic product; CPI: Consumer price index; MPCE: Monthly per capita consumption expenditure; NSS: National Sample Survey.
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